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Abstract
The most common endoscopic emergency in cirrhotic patients is variceal bleeding, and managing patients who present
with acute esophageal bleeding is a clinical challenge. This report describes a patient with esophageal bleeding who
underwent successful endoscopic therapy. This article is part of an expert video encyclopedia.
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Technique
Esophageal variceal ligation.
Materials
• Endoscope: Fujinon EG-590WR; Fujinon Inc., Hitachio-
miya City, Japan.
• Ligating device: TOP varioligator set; Top Corp., Tokyo, Japan.
Background and Endoscopic Procedure
A 58-year-old man presenting with an acute onset of hema-
tochezia was referred to the emergency department. The pa-
tient had a history of chronic hepatitis B associated with
cirrhosis. He had not undergone any endoscopic evaluation
previously. After initial resuscitation, an emergency endoscopy
was performed, which revealed copious amounts of fresh
blood in the stomach and active bleeding from esophageal
varices. The bleeding was successfully controlled with endo-
scopic variceal ligation. The patient was discharged 4 days later
and received three courses of variceal eradication.
Esophageal variceal bleeding is one of the most serious
complications of portal hypertension. Variceal endoscopic
band ligation (EBL) has become the treatment of choice for
variceal bleeding over sclerotherapy because of its ease of use
and less serious complications.1–4 Endoscopic variceal ligation
is employed as a treatment for patients with acute bleeding, as
a primary preventive measure in high-risk patients, and as a
secondary preventive measure for eradicating residual varices
in those patients who have experienced their ﬁrst bleeding
episode.1,2 The equipment for EBL includes rubber rings loa-
ded on a plastic cap attached to the tip of an endoscope. The
equipment is commercially available as a single-shot device or
as multiband devices that can ﬁre as many as 10 bands in one
session.1,2 After the rubber bands are released over the
esophageal varices, the ligated tissue sloughs off within days,
forming shallow esophageal ulcers, which eventually decreases
the size of the varices.3 The procedure is usually performed
every 2–4 weeks and on an average, 3.6 sessions are required
to achieve eradication of the varices.1,2 Patients may suffer
from transient dysphagia; chest pain; and less frequently,
bacteremia or ulcer bleeding. Serious complications such as
esophageal perforation or laceration have been reported with
improper use of overtubes during the procedure.
Key Learning Points/Tips and Tricks
• The patient’s condition is assessed after adequate ﬂuid re-
suscitation using a large bore IV catheter before performing
the endoscopic procedure.
• The function and availability of all necessary equipment
are checked, including the ligating device, vacuum pump,
endoscope, overtube, and Sengstaken–Blakemore tube.
• The bleeder (white nipple sign or ﬁbrin plug) at the
esophageal–gastric junction is carefully located and the pa-
tient’s condition is carefully monitored during the procedure.
The distance between the culprit varices and the mouth is
measured before performing the endoscopic variceal ligation.
• The culprit varices are ligated and checked for any com-
plication associated with the procedure, such as aspiration
and overtube-associated injury.
• The next session of variceal ligation is scheduled until the
varices have been eliminated.
Scripted Voiceover
Emergent EV Ligation for EV Bleeding
00:00 Before the endoscopic procedure, octreotide and
prophylactic antibiotic are administrated. In the setting of
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acute variceal bleeding, the use of airway protection
(intubation) or sedative agent depends on the patient’s
clinical condition. During the endoscopic examination,
carefully locate the possible bleeder. No active bleeder is
initially observed. Gently ﬂush with water to remove blood
clots and to obtain a clear endoscopic ﬁeld.
00:54 Active bleeding is found at the esophageal-gastric junction.
This is the most difﬁcult area because the endoscopist has
limited space for performing the variceal ligation.
01:20 Keeping the endoscopic view clear when there is active
bleeding can be problematic. In this situation, the
endoscopist can rotate the endoscope and use the
transparent cap to compress the varices to decrease the
blood ﬂow.
02:11 After conﬁrming the location of the target varices, keep the
bleeder in the center of the ligating device and suctioned
to ﬁll the cap. After the rubber band is released, ﬂush the
lumen to conﬁrm that the bleeding has been controlled.
Observe any possible esophageal injury associated with
the overtube while withdrawing the endoscope. If the
bleeding is difﬁcult to control, Sengstaken-Blakemore tube
is useful to control bleeding temporarily allowing
subsequent repeated endoscopic procedure or
transjugular intrahepatic portosystemic shunt (TIPS).
Elective EV Ligation for EV Eradication
00:00 Before the endoscopic procedure, prophylactic antibiotic is
administrated. In the setting of elective variceal ligation,
sedative agent (such as midazolam) was administrated.
During the endoscopic examination, we should look at
previous ligated area and check for the presence of gastric
varicose vein.
00:37 The ligation procedure starts from the most distal varicose
vein and moves up towards the mouth. Once the varicose
vein was ligated, the endoscope should not advance distal
to the ligated area because this may cause band
dislodgement. We usually place 4 to 6 bands in one
session and repeat the procedure every 2 to 4 weeks.
Patients are taught to resume soft diet after the procedure
and sucralfate or proton pump inhibitors are given to
facilitate the healing of procedure induced esophageal
ulcers.
Time (min:sec) Voiceover text
00:00 During the endoscopic examination, carefully
locate the possible bleeder. No active bleeder is
initially observed. Gently ﬂush with water to
remove blood clots and to obtain a clear
endoscopic ﬁeld.
00:54 Active bleeding is found at the esophageal-gastric
junction. This is the most difﬁcult area because
the endoscopist has limited space for performing
the variceal ligation.
01:20 Keeping the endoscopic view clear when there is
active bleeding can be problematic. In this
situation, the endoscopist can rotate the
endoscope and use the transparent cap to
compress the varices to decrease the blood ﬂow.
02:11 After conﬁrming the location of the target varices,
keep the bleeder in the center of the ligating
device and suctioned to ﬁll the cap. After the
rubber band is released, ﬂush the lumen to
conﬁrm that the bleeding has been controlled.
Observe any possible esophageal injury
associated with the overtube while withdrawing
the endoscope.
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